The Royal College of Surgeons of England recently published guidelines for sedation by nonanaesthetists. The report emphasizes sedation for endoscopy and dental surgery, but the recommendations are equally relevant to accident and emergency (A&E) medicine.
The management of isolated long bone fractures and dislocations frequently requires prompt manipulation, which is essential in the presence of neurovascular compromise and to avoid pressure necrosis of the skin. These manipulations are usually performed by junior medical staff using a variety of sedation techniques. Sedation is used to reduce patient anxiety and overcome muscle spasm associated with manipulation. Patient sedation is not without risk however, particularly depression of cardiorespiratory function.
The report of the working party on guidelines for sedation by non-anaesthetists1 makes recommendations about pre-sedation assessment, the appropriate location for sedation, monitoring and resuscitation facilities, drug administration, the role of supplemental oxygen, and training for doctors performing procedures under sedation.
METHODS
An anonymous questionnaire was sent to 58 junior doctors from the departments of A&E and orthopaedics in both a teaching and a district general hospital regarding their usual sedation practice for urgent manipulations of long bone fractures and dislocations in the A&E department. These included senior house officers (SHOs) in the last month of their attachment and all grades up to and including senior registrar. Fifty doctors completed the questionnaire, a response rate of 86%.
The written questionnaire enquired about the following.
(1) The pre-sedation assessment made prior to administration of sedative agents. Oxygen saturation as measured by pulse oximetry has been shown to fall during sedation for endoscopy,3 and supplemental oxygen and monitoring by pulse oximetry has been recommended.4 However, oximetry is of limited value in indicating hypoventilation when the concentration of inspired oxygen is high5 thus it is vital that basic observations of respiratory rate, pulse, blood pressure and conscious level be maintained throughout the procedure and recovery period.
Sedation for manipulations is a generally safe but potentially hazardous procedure, yet there were a few doctors who did not feel confident in their ability to manage a respiratory arrest and many were unfamiliar with antagonist agents. This reflects a lack of training and a reliance on 'see one, do one' methods.
These results demonstrate that patient assessment and monitoring is inadequate in many cases. There is a lack of confidence in managing adverse drug reactions including respiratory arrest. This has important irnplications for training and supervision.
The authors believe that sedation techniques should be included in induction teaching for A&E and orthopaedic juniors and that competence should be assessed by senior staff after a period of supervision. All doctors administering sedative agents must be confident in their ability to manage a respiratory arrest and should have the opportunity of resuscitation refresher courses. 
